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Abstract
Cognitive impairment is commonly seen in the elderly population. It is unclear if
cognitive deficit in heart failure (HF) patients is a primary factor for higher hospital
readmission rates in this population. The Centers for Medicare and Medicaid Services
have established strict guidelines for reimbursement on readmissions that occur within 30
days. It is imperative that organizations identify and rectify issues that impact
readmissions. The aim of this project was to determine if there is a reduction in HF
readmission after patients are screened for cognitive impairment. Orem’s self-care model
guided the project by providing a framework of inquiry regarding the impact of cognitive
impairment on self-care deficits and the need for support for persons with heart failure.
The project examined the hospital’s 30-day readmission rate for the HF patients who
received cognitive screening using a chi-square test; this analysis excluded HF patients
who were not screened for cognitive impairment. Readmission rates for all patients
during a 6-month period were examined. Two hundred sixty-eight patient records were
reviewed; 48 patients were readmitted, and of those, 28 patients had completed the
cognitive assessment, meeting the criteria for the project. The change in readmission rates
was not significant (p = 0.196), suggesting that cognitive screening of patients is not
associated with reduced readmission rates. Further research should examine the role of
cognitive screening in addition to other resources on the 30-day readmission rate of HF
patients. Social change will be improved as a result of the improved quality of life for HF
patients and the reduced per-capita cost of health care in the United States.

Effectiveness of Cognitive Screening for Heart Failure Patients.
by
Comfort Nkengla

Bachelor/Masters of Nursing and Health Care Education, University of Phoenix, 2008
Bachelor of Science, University of Valdosta, 2005

Project Submitted in Partial Fulfillment
of the Requirements for the Degree
Doctor of Nursing Practice

Walden University
July 2016

Dedication
To my father and mother - As a young girl, you instilled in me to always follow
my dream and for that I will be forever grateful.

Acknowledgments
I would like to thank everyone who was instrumental in supporting me through
this project.
Dr. Sarah Cassell, words cannot express how grateful I am having you as a
mentor. This paper could not have been written to its fullest without your input. You
never accepted anything I presented to you for review which was less than my best
efforts. For that I say “Thank you.”
To my professor, Dr. Deborah Lewis, your kind nature gave me the spirit to push
forward each time I had had the thought of giving up. To the faculty at Walden
University, I want to extend thanks for your time and support throughout my DNP
academic journey.
To all my family –My husband, mother, brothers, and sisters your support will
always be appreciated. To my sister Mechie and cousin Bernard –Thanks for your
intellectual advice.

Table of Contents
Table of Contents ................................................................................................................. i
List of Tables ..................................................................................................................... iv
List of Figures ......................................................................................................................v
Section 1: Nature of the Project ...........................................................................................1
Introduction ....................................................................................................................1
Problem Statement .........................................................................................................1
Purpose Statement ..........................................................................................................2
Significance/Relevance to Practice ................................................................................3
Project Question .............................................................................................................4
Evidence-Based Significance of the Project ..................................................................4
Implications for Social Change in Practice ....................................................................5
Definitions of Terms ......................................................................................................6
Assumptions and Limitations ........................................................................................7
Summary ........................................................................................................................8
Section 2: Review of Literature and Theoretical and Conceptual Framework ..................10
Introduction ..................................................................................................................10
Review of Scholarly Evidence .....................................................................................10
Specific Literature ........................................................................................................11
General Literature ........................................................................................................11
Conceptual Models and Theoretical Framework .........................................................12
Strengths of Orem’s Theoretical Framework ..............................................................15
i

Weaknesses of Orem’s Theoretical Framework ..........................................................16
Summary ......................................................................................................................16
Section 3: Methodology .....................................................................................................18
Introduction ..................................................................................................................18
Project Design/Methods ...............................................................................................18
Population and Sampling .............................................................................................19
Data Collection ............................................................................................................20
Data Analysis ........................................................................................................ 22
Statistical Analysis .......................................................................................................23
Project Evaluation Plan ................................................................................................24
Summary ......................................................................................................................25
Section 4: Findings, Discussion, and Implications ............................................................26
Introduction ..................................................................................................................26
Findings........................................................................................................................26
Discussion of Findings .................................................................................................30
Project Implications .....................................................................................................31
Project Strengths and Limitations ................................................................................32
Summary ......................................................................................................................34
Section 5: Scholarly Product ..............................................................................................36
Introduction ..................................................................................................................36
Project Dissemination ..................................................................................................36
Summary ......................................................................................................................39
ii

Conclusion ...................................................................................................................39
References ..........................................................................................................................41
Appendix A: Mini-Cognitive Screening Tool ...................................................................46
Appendix B: The Cognitive Assessment ...........................................................................48
Appendix C: HF Cognitive Screening Report for Charge Nurses .....................................49
Appendix D: HF Education Expectations for Nurses ........................................................50
Appendix E: Daily HF Teaching Expectations ..................................................................51
Appendix F: Patient and Family Education .......................................................................53
Appendix G: PowerPoint Presentation ..............................................................................55
Appendix H: Evaluation of HF Education .........................................................................65
Appendix I: The PowerPoint on Dissemination of the Quality Improvement
Project ....................................................................................................................66

iii

List of Tables
Table 1. South 8 Unit - Patients Admitted/readmitted with HF Diagnosis .......................21
Table 2. Hospital-Wide Patients Admitted/Readmitted with Diagnosis of HF .................22
Table 3. Total Number of HF Patients Seen and Readmitted on S8 and Other Units .......27
Table 4. Expected Values ..................................................................................................28

iv

List of Figures
Figure 1. Self-care deficit nursing theory as depicted by D.E. Orem …………………...14
Figure 2. Comfort’s conceptual model describing care in heart failure patients ...............33

v

1
Section 1: Nature of the Project
Introduction
The prevalence of heart disease in the United States is an important reason why
health care organizations and communities should allocate resources to encourage selfmanagement interventions designed to improve compliance to treatment and sustain
lifestyle changes. The inconsistencies in how patients with heart failure comply with
treatment regimen have perplexed many health care providers. Heart failure “accounts for
over 1,084,000 hospitalizations annually and is nearing 34.8 billion dollars in health care
costs” (Britz & Dunn, 2011, p.480). Many hospitals are addressing the problem of
increased readmission and finding ways to reduce the number of heart failure patients
readmitted within 30 days of discharge. One of these measures includes screening the
patients’ cognitive status in order to individualize each patient’s plan of care based on
their results, and to allocate resources to manage their diseases.
Problem Statement
Heart Failure (HF) is one of the Joint Commission’s (an organization that
accredits and certifies nearly 21,000 health care institutions in the United States) core
measures. Core measures are set of care standards dictated by The Joint Commission and
CMS to improve care delivery and patient outcomes in health care organizations. Given
the increasing number of HF patients in United States, studies have shown that it is one
of the costliest diseases covered by Medicare. An increased hospital readmission rate of
these patients is costly to the overall health care system. Most of these patients are
readmitted to the hospital in less than 30 days because of poor management of their
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disease. Many organizations have proven data that shows they are providing effective
education to admitted HF patients. However, it is very difficult to prove that patients
understand the education received from health care providers, and patients with cognitive
impairment are at a higher risk for poor health outcomes. Cognitive deficits in HF
patients often impact their ability to care for themselves and effectively control their
symptoms. As such, it is frequently common to see high admission rates for these patient
populations in hospitals (Cameron et al., 2010). The organization where I conducted this
research project has implemented a screening process for assessing these patients’
cognitive status as a contributive factor to the increased readmission rate. The mini
cognitive screening was used by nurses to identify patients with cognitive impairment.
Once patients had been screened, their care plans were individualized based on their
results, and resources were allocated towards the management of their disease process
with the goal of reducing readmission rates. The aim of this project was to know if there
was a reduction in HF readmission after patients were screened for cognitive impairment
and have personalized care plans based on their needs.
Purpose Statement
Zambroski (2003) asserts that HF is increasing in prevalence and will continue to
be a factor in the aging population. Therefore, it is important to explore the experiences
of people who have been diagnosed with HF and to gain their perspectives about how
they live and manage the disease on a daily basis. Many hospitals have created
multidisciplinary programs to reduce readmission rates and improve the quality of life in
patients living with heart failure. However, many of these programs geared towards
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disease and symptom management have not proven to be comprehensive enough that
they could be generalized to other hospitals working on the same issue. The Robert Wood
Johnson Foundation has outlined an ideal plan for transitioning HF patients from hospital
to the home environment that significantly reduced 30-day readmission rates (Nielsen et
al., 2008). The foundation’s recommendations include enhanced admission assessments,
enhanced teaching and learning, and post-acute-care follow-up. In the study by Nielsen et
al. (2008), post-acute care follow-up involved home care or physician visits, follow-up
within 48 hours, and primary care clinic appointment within 5 days. The main reason for
assessing a patient’s cognitive status is the fact that the patient’s care plan is
individualized based on their cognitive needs and may ultimately reduce readmission
rates. The hope is that an effective screening process utilizing the mini-cognitivescreening tool will lead to early identification of these patients, and that the allocation of
resources based on patient’s cognitive status will impact readmission rates.
Significance/Relevance to Practice
There is no doubt that heart failure continues to be on the rise and the increase in
this patient population is costing the health care system more and more dollars each year.
There is plenty of literature that supports and promotes health for HF patients with a goal
of managing the disease, which is untreatable. There are many educational programs and
resources available to this population. Despite all the efforts, there is still a growing
number of patients diagnosed with HF and the admission rate of these patients is on the
rise. One reason this is an important issue is because it impacts the federal government’s
policies on health care. Section 3025 of the Affordable Care Act added section 1886(q) to
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the Social Security Act, stating that organizations without a Hospital Readmission
Reduction Program were negatively impacted because the Centers for Medicare &
Medicaid Services (CMS) were required to reduce payments to IPPS hospitals with
excessive readmissions for discharges beginning on October 1, 2012. This program was
designed to offer incentives for hospitals to take an active role in implementing strategies
to reduce the number of unnecessary hospital readmissions. Currently about 20% of
Medicare patients are readmitted to hospitals within 30 days after they have been
discharged. The CMS considers this number excessive and believe that readmissions are
an indicator of the lack of quality care in health care organizations (Centers for Medicare
& Medicaid Services, 2012). The organization (study site) is implementing a different
screening method for HF patient’s cognitive status with a goal to individualize each
patient’s care plan and reduce readmission rates. More investment is being made on
improving educational and treatment alternatives for HF patients. It is very important to
understand patients’ cognitive status prior to creating a care plan for them and to educate
them on their disease management.
Project Question
This was a quality initiative/improvement (QI) project that I designed to analyze
the effectiveness of cognitive screening utilizing secondary data. The project question
was: How effective is cognitive screening for HF patients in reducing readmission rates?
Evidence-Based Significance of the Project
According to the American Heart Association Statistics Committee and the
American Stroke Association (2008), the complications that led to an increase in the

5
number of deaths in HF patients in 1994 (284,087) was not significantly different from
death rates of HF patients in 2004 (284,365). However, by 2005, 5.3 million cases of HF
were reported in adults age 20 and older. Zambroski (2003) asserted that HF is increasing
in prevalence and will continue to be a factor in the aging population. The main avenue
for managing this disease is patients’ understanding of the disease process including
medication management and life style changes. Evidence-based guidelines for medication
management of HF patients have proven to “saves lives, improves patient quality of life,
prevents hospitalizations and reduces medical costs” (Wakefield, Boren, & Conn. 2013).
One characteristic of HF is the frequent admission rates of these patients in hospitals,
especially older adults. It is important to improve care of this population and reduce their
readmission rates in the hospitals. For example, a study of a cohort of 9000 newly
diagnosed HF patients followed them in a hospital in Ontario Canada. The researchers
noted that the median survival was 2.4 years, with a 1-year mortality rate of 33.1%, and a
5-year rate of 68% (Harkness, Heckman, & McKelvie. 2012). In developed countries, HF
is particularly costly to the health care system; it accounts for anywhere between 1.1 to
1.9% of all health care spending (Harkness et al., 2012).
Implications for Social Change in Practice
The inconsistencies in how patients with HF comply with their treatment regimen
have perplexed many health care providers. The prevalence of heart disease in the United
States is an important reason why communities should allocate resources to practical selfmanagement interventions to improve compliance to treatment and sustain lifestyle
changes. This disease is very common older adults, and as older adults continues to live
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longer in United States, the rate of HF also increases. According to the American Heart
Association statistical update, “The estimated direct and indirect cost of HF in the United
States for 2008 is $34.8 billion. In 2003, $4.4 billion ($6577 per discharge) was paid to
Medicare beneficiaries for HF” (Rosamond et al., 2007, p. e87). In living with a chronic
illness such as HF the focus becomes self-care management and coping to sustain a
healthy lifestyle and improve the quality of life. Rodriguez and Marelli (2014) stated that
more and more people are being diagnosed with heart failure. Many of the cases are
congenital heart issues that are showing up later in life. Dardiotis et al. (2012) added that
HF is associated with cognitive impairment, which could negatively affect a patient's
abilities to carry out self-care creating “dependence and increased disability, known
predictors of raised mortality and increased readmission rates” (p. 5). The number of HF
patients readmitted to the hospital within 30 days of discharge can be significantly
reduced if the patients’ care plans and education materials are individualized based on
their cognitive status. Most often, patients can be provided additional resources such as
home health care and pharmacy outreach programs based on the findings of their
cognitive assessments.
Definitions of Terms
The following terms will be used and defined as follow:
Cognitive: An adjective that describes the intellectual function required to manage
day to day living such as remembering, knowing, planning and thinking.
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Heart failure: A chronic disease characterized by the heart not being able to pump
blood at the rate required by the demand of the body (Zipos, Libby, Bonow, &
Braunwald, (2005).
Mild cognitive impairment: A cognitive deficit that makes one activity of daily
living more difficult than the other. An example is not being able to organize medications
while still being able to conduct most of the activity of daily living (Harkness et al.,
2012).
Plan of care (care plan): A plan that is individualized for patient care and welfare
based on their diagnosis. It is formulated after a patient’s assessment and with input from
patient. (Cameron et al., 2010).
Self-care management: These are behaviors that enhance patients’ decisionmaking capabilities related to their health symptoms and maintenance.
Assumptions and Limitations
This section addressed the assumptions and limitations of the quality
improvement project. The collaboration between patients and the nursing staff plays an
important role in patients’ willingness to participate in the mini cognitive screening test.
The nurse’s attitude and bias might have influenced the final results of the patients’
scores. Some HF patients may have refused to take the cognitive screening because they
were concerned of one more diagnosis added to their list of medical problems. Even
though all patients diagnosed with HF are expected to be screened, there are certain
criteria that may have automatically placed the patient as already having a cognitive
problem without a thorough assessment. Some nurses may have interacted with patients
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with limited English language proficiency and assumed that the patients were
incompetent because of the language barrier. These types of biases may have affected the
total number of patients that were actually screened for cognitive impairment. These
biases may have limited my capacity to evaluate the effectiveness of the cognitive
screening related to reducing readmission rate for this patient population.
The impact of the screenings was not immediate; I had to compare data for more
than six months to see if there was a reduction of readmission rate of patients with HF
after the implementation of cognitive screening on the unit at my study site. Also,
because some HF patients were occasionally admitted to other units based on the hospital
census, those patients could not be accounted for because they were not screened for
cognitive impairment. In some cases, patients with mild cognitive impairment may have
passed the mini cognitive screening, and there was no process in place for these patients
to be rescreened in the future as their cognitive impairment deteriorated. A further
limitation was the fact that the screening was done only on patients with English
proficiency. Patients with language barriers were not taken in to consideration for this
project as there was limited access to interpreters. The HF population has been
continuously increasing, especially as elderly populations are living longer. Thus there
will be an increasing demand for the health care system and professionals to provide care
to this complex, vulnerable population.
Summary
This section has shown the increased prevalence of patients diagnosed with HF
and the cost of HF to the health care system. Health care organizations are aware of this
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cost and are aggressively treating and educating these patients on their disease process
and management. Patient education will only be effective if the patients are able to
understand the information or are giving the right resources to assist them in their care.
Thus, patients’ cognitive status is a necessary consideration. The assumption is that, if
patients are screening for their cognitive impairment prior to education and management
of their disease, then they will be provided individualized care plans that will be based on
their screening results, and resources will be made available to them based on their needs.
If this is done effectively, patients will be able to manage their disease and reduce their
rate of readmission to the hospitals.
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Section 2: Review of Literature and Theoretical and Conceptual Framework
Introduction
Adherence to treatment plans, especially medication regimens, in HF patients has
been a continuous struggle in the health care industries. Gerard (2012) stated that “it may
be possible to improve adherence to medication in patients with CHF by using a range of
strategies; however, the specification of effective techniques requires greater clarity in
this literature” (p. 132). At present, there is inadequate high-quality proof of the
efficiency and effectiveness of interventions to promote patient adherence to treatment
plans including medication in classic HF patients. Some researchers have recommended
further studies to recognize optimal strategies for implementation into clinical practice to
improve HF patient’s adherence to treatment plan and to reduce readmissions rate of this
patient population in to the hospital.
Review of Scholarly Evidence
Presently, there is no standardized process for HF patients to be screened for
cognitive impairment as part of the patient’s care. Most often, HF patients have other
chronic illnesses that impact their overall health. HF is one of the leading causes of
hospitalization in United States. Gure et al. (2012) stated that there is evidence that
“cognitive impairment including dementia and mild cognitive impairment (MCI), is
associated with cerebrovascular and cardiovascular disease and is linked to HF” (p.
1724). The standardization of assessment of cognitive impairment for HF patients would
be beneficial to patient care and would improve their care plans if health care systems
were to base screening on the findings of this and similar studies.
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Specific Literature
Health care clinicians struggle with the fact that HF patients with chronic diseases
continue to have higher 90-day readmission rates, even though scientists have proven the
etiology and treatment of the disease (Bauer & Pozehl, 2009). Knowing the etiology and
the treatment of one’s disease thus does not always equate to adherence to the treatment
plan. Many research studies have noted that lack of disease management has been the
proven reason for this increased rate of readmission. So much research has been done to
reduce readmission rates by using successful interventions, but healthcare systems
continue to see increased readmission rates at the conclusion of each research
intervention (Naylor, Stephens, Bowles, & Bixby, 2005). Researchers are now
associating the increase in readmission rates of HF patients with cognitive impairment,
given that 28% to 58% of patient diagnosed with HF have some related diagnosis of mild
to severe impairment to one or more cognitive spheres (Pressler, 2008).
General Literature
HF affects millions of Americans and is the most common reason for hospital
admissions among the elderly, accounting for over one million admissions and costing
$20 billion per year (Mueller, Vuckovic, Knox, & Williams, 2002). HF consumes
plentiful health care resources, is the foremost complication of heart disease, and is
associated with high incidence of early and frequent hospitalization. The key clinical
problems leading to preventable hospitalizations are the lack of adequate patient and
family education, poor self-assessment skills, inadequate support systems, the failure to
seek medical attention promptly when symptoms reoccur, and noncompliance with diet
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and medication protocols (Artinian, Magnan, Sloan, & Lange, 2002). In addition, HF
accounts for over 1,084,000 hospitalizations annually, and is nearing $34.8 billion in
health care costs (Britz & Dunn, 2011). One of the goals for Healthy People 2020, a U.S.
Department of Health and Human Services program to promote national health, is to
improve cardiovascular health. This can be done by improving the quality of life of the
cardiovascular patient through preventive measure to reduce risk factors. The risk factors
can be reduced through early detection and treatment of underlying risk factors leading to
HF, accompanied with patient’s education.
Conceptual Models and Theoretical Framework
One way to reduce hospitalizations and encourage positive health outcomes in
heart failure patients is to make sure that the amount and quality of self-care used is
suitable for individual patient’s conditions (Artinian et al., 2002). Patients’ cognitive
status and understanding of the disease process is the key in managing their disease. The
self-care deficit theory of nursing is a general theory, applicable across all nursing
practice areas and situations in which people require nursing care (Orem, 2001).
According to Sitzman & Eichelberger (2011), "Orem's self-care model describes a
structure wherein the nurse assists the client, where needed, to maintain an adequate level
of self-care. The degree of nursing care and intervention depend on the degree to which
the client is able or unable to meet self-care needs” (p. 96). Per the self-care deficit theory
of nursing, the focus on human beings is what distinguishes nursing from other human
services (Orem, 2001). It follows that the role of nursing in society is to assist
individuals’ development and exercise of their self-care abilities to the extent that people
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can adequately and completely provide for their self-care requirements (Woods &
Isenberg, 2001). According to the theory, individuals who cannot adequately provide for
their self-care requirements are experiencing a self-care deficit, and it is this deficit that
identifies individuals in need of nursing care. The theory’s purpose is to describe when
and why nursing is needed (Woods & Isenberg, 2001). First, patients need to take care of
themselves in areas such as health and daily habits with food, exercise, medications and
more. Second, they need nursing interventions if they cannot care for themselves and
handle medication management. Third, they need to have relationships with the
interdisciplinary teams such as pharmacy outreach programs and rehabilitation programs.
Orem’s theory is broken in to three parts which can address the above-mentioned
relationships in providing nursing care to HF patients. These include (a) the theory of
self-care, which describes why and how people care for themselves; (b) the theory of
self-care deficit, which explains why people require nursing; and (c) the theory of nursing
systems, which describes relationships that must be adopted and sustained for effective
nursing care (Fawcett, 2000; Orem, 2001; see Figure 1).
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Figure 1. Self-care deficit nursing theory. Adapted from Nursing: Concepts and Practice (6th ed.) by D. E.
Orem. Copyright 2001 by Mosby.

Orem’s self-care theory (2001) validates the need for nursing in a patient who
does not have the ability to continually maintain the quality of self-care. These patients
require therapeutic assistance in maintaining self-care during an illness or when
recovering from a disease or coping with lifestyle changes.
Orem’s self-care deficit theory asserts that when patients have adequate
knowledge of their disease process, they will be in better positions to carry out self-care
behaviors that are essential for health maintenance. Supportive education by health care
providers promotes knowledge and confidence in patients to manage their diseases and
keep up with the basic standards needed to maintain health. HF is a disease of life style
changes and it is important for a patient to understand the disease process and
management to successfully stay out of the hospital. Cognitive screening of the patient
can guide the health care provider to allocate education and resources to the patient based
on their screening results. HF patients have to be able to meet the required standards to
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manage their disease conditions as self-care requisites. This includes but is not limited to
the patient’s ability to:
1. Seek out and acquiring applicable medical assistance needed to manage their
disease.
2. Understand and identify effects and results of the pathologic conditions and states
of their disease.
3. Effectively participate in the recommended therapeutic and rehabilitative
prescriptive measures required to manage their disease.
4. Adapt and adjust the self-care concept in accommodating oneself as being in a
state of wellness that needs lifestyle changes specific to managing and living with
the disease.
5. Know about the pathologic condition of the disease, and the advantages and
disadvantages of treatment options in stated lifestyle changes that promote healthy
living and personal development in dealing with HF disease.
Strengths of Orem’s Theoretical Framework
A most important strength of Orem’s theory (2001) is the fact that both beginning
and advanced practitioners can easily apply it to their everyday patients. Orem use of
terms like “self-care,” “nursing systems,” and “self-care deficit” can easily be understood
by most health professionals including students, and can be applied to different patient
populations, especially those with chronic illnesses like HF. Orem clearly defines the
need of nursing care when patients can no longer provide themselves the care they need
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to manage their disease to sustain health life and health, recover, and cope with the effect
of their diseases as needed in their activities of daily living.
Weaknesses of Orem’s Theoretical Framework
Even though many may view Orem’s theory (2001) as simple, its complexity is
marked by its multiple uses of the term self-care. For example terms such as self-care
agency, self-care demand, self-care deficit, self-care requisites, and universal self-care,
can be mystifying to many readers. In addition, Orem’s theory does not take in to account
the mental state of the patient and does not acknowledge patients’ emotional needs,
which in the case of HF patients is quite consequential to managing their disease process.
Summary
This section outlined the fact that in spite of HF being one of the leading causes of
hospitalization in the United States, not many organizations have hardwired a consistent
process to reduce readmission rates in this population. The literature shows that even
though many studies have focused on the etiology of the disease and standardized
treatment plans, satisfactory compliance rates among this patient population have not
been achieved. Gaps exist in the education of patients and their adherence to the
treatment plans designed by their health care providers. Orem’s theory (2001) emphasizes
the concepts of (a) self-care, which describes why and how people are motivated to care
for themselves; (b) self-care deficit, which explains why people require nursing; and (c)
the theory of nursing systems, which describes relationships between health care
providers individualized nursing care. As health care providers promote self-care for HF
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patients, it is imperative to discern whether patients’ non-compliance is due to behavioral
issues or an underlying cognitive impairment.
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Section 3: Methodology
Introduction
I designed this descriptive correlational study to address my primary research
question. This study “examine[d] the relationships that exist in a situation” (Burns &
Grove, 2009), and focused on the relationship within variables because variables that
have occurred in the past often continue to occur. In this design, the situation cannot be
controlled or manipulated, and it provides the groundwork for further research (Burns &
Grove, 2009). That is, descriptive correlational data can further be analyzed in a similar
analytic study “concerned with the determinants of the disease [and] the reasons for
relatively high or low frequency of disease in a specific population subgroup” (Kelly,
2011). I conducted all data collection only after the Walden University Institutional
Review Board approved this project on June 2, 2015.
Project Design/Methods
The relationship between HF patient cognitive screening results and their
readmission rate in the hospital can clearly be expressed using a descriptive correlational
design. Friis and Sellers (2009) stated that this design can be used to evaluate trends,
identify emerging problems, inform planning, and identify areas for further study. To
better understand the relationship between cognitive impairment in HF patients and
increased readmission rates, my study site developed a program.
My study site planned and trained a core group of nurses and gave them the title
of “Heart Failure Champion Nurses.” These nurses were expected to round on all HF
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patients admitted to the hospital. Upon admission of a HF patient, the HF champion nurse
assessed the patient’s cognitive status. The main goal of doing the cognitive assessment
of the HF patient population is make early identification of the presence of impaired
cognitive function. This is relevant in order to prepare an educational and treatment plan
appropriate to the patient’s cognitive function. It is evident that unobserved and
undetected cognitive impairment is related to increased mortality and morbidity rates in
patients with chronic diseases (Zambroski, 2003).
The heart failure RN used the mini-cognitive (mini-cog) assessment tool. The
mini-cog tool is an evidence-based practice nursing tool for screening and monitoring
cognitive functions. The RN cannot make any diagnosis based on this tool. Borson,
Scanlan, Watanabe, Tu, & Lessig (2006) inferred that the Mini-Cog is appropriate for use
in all health care settings. It is appropriate to be used with older adults at various
heterogeneous language, culture, and literacy levels. All HF patients at the study site
were screened for cognitive impairment except in cases when the patient already had a
history of some sort of cognitive impairment diagnosis (e.g. dementia). In those cases, the
RN requested a full cognitive assessment to be completed by an occupational therapist if
the patient failed the Mini-Cog assessment.
Population and Sampling
The population and sample for my study were all patients with primary diagnosis
of HF admitted to the telemetry unit. All of these patients received HF education as part
of their care plans. The HF nurses screened all of these patients for their cognitive status.
Occasionally, patients’ family members were screened if they agreed, on condition that
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they were responsible for managing the patient’s health at home. This often occurred in
cases where the patient was deemed disoriented or had other health conditions that had
already affected their cognitive status. I did not record the screening results of these
family members in the data because I pulled the data from the computerized system on a
work bench report created by the information technology department, which pulled only
patients with primary diagnosis of HF.
Data Collection
All diagnosed HF patients’ information was automatically pulled into a new HF
work bench data flow sheet. The HF champion RN retrieved this work bench report that
indicated whether the patients had been screened. This report was also useful to me
because it indicated what education patients had received, possible discharge dates, and
referral services, if any. The care management team comprised of social workers and case
managers offered to help me in the data collection process. Presently the case managers
in the social service department of my study site generally track all readmitted HF
patients. Table 1 shows HF patients admitted to S8 from July 2014 to December 2014.
The table also shows the number of patients and percentage of patients readmitted within
30 days and patients who were not readmitted within 30 days. All patients on S8 had
individualized care plans. I electronically compared the list of HF patient admitted within
60 days to the HF workbench to see if there was a relationship between patients who
were positive for cognitive impairment and readmission.
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Since S8 was the only unit in the hospital where heart failure patients were being
screened for cognitive impairment, the readmission rates on S8 had to be compared with
the readmission rates of HF patients who were seen on other units within the hospital.
These HF patients on the other units were not screened for cognitive impairment. HF
patients who were admitted to units other than S8 are presented in Table 2.
Table 1
South 8 Unit Patients Admitted/Readmitted with HF Diagnosis from July to December 2014
Months

S8 HF

S8 HF

Percentage

S8 HF

Percentage

Percentage

S8 Patients

patients

patients not

of HF

patients

of HF

of cognitive

with

admitted

readmitted

patients not

readmitted

patient’s

screen

individualiz

readmitted

within 30

not

completed

ed care

days

readmitted

plans

Jul

29

25

86.29%

4

13.79%

100%

29

Aug

24

19

83.33%

5

16.67%

100%

24

Sep

30

25

86.67%

5

13.33%

100%

30

Oct

25

22

88%

3

12%

100%

25

Nov

23

19

82.61%

4

17.39%

100%

23

Dec

25

22

88%

3

12%

100%

25

Table 1 also shows the number of patients readmitted within 30 days and the
number of patients that were not readmitted within 30 days. All patients admitted to other
units of the hospital had individualized care plans which outlined the standard of care
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provided. However, Table 2 also shows that HF patients admitted to other units did not
receive screening for cognitive impairment.
Table 2
Hospital-wide Patients Admitted/Readmitted with Diagnosis of HF
Months

HF

HF

Percentage

HF

Percentage

HF

HF

patients

patients

of HF

patients

of HF

patients

patients

admitted to

not

patients

readmitted

patients

not

with

other units

readmitted

not

within 30

readmitted

screened

individuali

in Hospital

within 30

readmitted

days

within 30

for

zed care

days

within 30

days

cognitive

plans

days

impairment

Jul

16

12

75%

4

25%

0

16

Aug

18

15

83.33%

3

16.67%

0

18

Sep

14

9

64.3%

5

35.7%

0

14

Oct

17

13

76.47%

4

23.53%

0

17

Nov

16

15

93.75%

1

6.25%

0

16

Dec

31

24

77.42%

7

22.58%

0
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Data Analysis
The final data analysis I conducted was a retrospective and perspective study to
evaluate the effectiveness of cognitive screening on HF patients and its impact on
reducing the 30-day HF readmission rate, which is the hospital’s standard metric. I
captured specific data using the workbench report which reflects all patients screened for
cognitive impairment. At the end, I performed comprehensive data analysis comparing
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the percentage of patients admitted with HF diagnosis in South 8 who had cognitive
screening to the percentage of patients admitted in other areas of the hospital that did not
have cognitive screening. I calculated the z statistics and M scores and compared them
with the hospital’s baseline 30-day readmission rates. I then used the z (readmission
rates) and M statistics to determine whether cognitive screening in HF patients had an
impact on the 30-day readmission rates. I examined overall comparability between the
hospital’s 30-day readmission rate and the HF patients that received cognitive screening
using a chi-square test for independence and indices of agreement and reliability; this
analysis excluded HF patients that were not screened for cognitive impairment. My goal
was to analyze the data and see if the cognitive screening had any positive impact on
reducing readmission rate of HF patients.
Statistical Analysis
I have presented the data as expected value statistics (frequency) for patients
screened for cognitive impairment versus patients not screened for cognitive impairment.
I manually extracted patient data using Horizon Business Insight with specific metrics to
include data on inpatient admits within 30 days, qualified as inpatient service
cardiovascular and initial discharge date, year and months between June 2014 and
December 2014. I excluded patient identifiers of medical record numbers to maintain
patients’ rights and privacy related to the requirements of the IRB. I also excluded patient
demographics such as age, gender, and the New York Heart Association (NYHA) heart
failure classifications system because all patients on S8 received cognitive screening
regardless of age, gender, or stage of heart failure. Further, I excluded the patients’
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average length of stay and the readmission diagnosis for the purpose of this analysis. I
obtained the readmission rates for all patients during the 6-month period using the
electronic medical database, thus attrition was not a consideration. I examined the data
set for the presence of missing data, skewedness and outliers, and use chi-square tests to
analyze univariate associations between categorical variables. A p value of <0.05 was
considered statistically significant.
Project Evaluation Plan
The project focus was on screening HF failure patients’ cognitive status with a
goal of reducing readmission rates. In designing the program, I considered it important
that the input was not only obtained from the entire team involved with HF patients’ care,
but also the patient. The HF steering committee which is made up of members from
multiple interdisciplinary teams involved in HF patients care during hospitalization
finalizes the program design. The program cannot be finalized without an inside
perspective of those suffering from the disease. Not understanding the patient’s
perspective of the disease has been “identified as a significant barrier to the receipt of
health care services and is increasingly recognized as a problem that impacts health care
quality and costs” (Joynt, Oray & Jha. 2011). To successfully reach the target population,
outreach programs for all populations of HF patients must take into consideration the
perspectives of representatives from the HF patient population.
The organization (study site) has several committees that review quality
improvement projects and offer feedback. The different committees include, Unit
Practice Councils which meet monthly to discuss opportunities for improvements on
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specific projects. The HF Steering Committee meets biweekly and evaluates the feedback
from staff and patients and make changes if needed. The Unit Charge Nurse Group
ensures that specific initiatives are carried out well. This project was validated by all the
committees.
Summary
The data collection process focused on HF patients on the S8 unit, and HF
patients admitted to other areas of the St. Paul, MN area hospital that served as my study
site. The period of investigation was June to December, 2014. The 30-day all-cause
readmission served as a data point for comparing rates of readmission in patients with a
primary diagnosis on HF on S8 to patients on other units that did not get the cognitive
screening protocol used on S8. To protect the rights of patients, I did not use personal
identification information. I also did not use the New York Heart Association (NYHA)
Classification System so that all patients on S8 had the benefits of cognitive screening
regardless of the severity of their illnesses. I also excluded the patients’ average length of
stay and the readmission diagnosis for the purpose of this analysis. I used chi-square tests
were used to analyze univariate associations between categorical variables. A p value of
<0.05 was considered statistically significant.
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Section 4: Findings, Discussion, and Implications
Introduction
In this study I compared the readmission rates of patients receiving cognitive
screening and tailored education and plans of care designed to reduce readmission with
the readmission rates of patients who were not screened for cognitive impairment and
received the standard of care in a metro area hospital in St. Paul, MN. HF patients
frequently experience cognitive decline which could impact how they process education
given by health care staff and ultimately their abilities to care for themselves. Cardiac
rehabilitation, fitness and healthy lifestyles have often been associated with improved
cognitive functioning. If there is a strong correlation between cognitive screening and
reduction in readmission rates, hospitals can focus their resources in ensuring that all
patients receive the specific interventions to improve the quality of how care is provided
to patients.
Findings
Of the 268 patients I reviewed, 156 were seen on S8, which is the primary cardiac
unit for patients with HF. All the patients on S8 for the 6 months of retrospective data I
reviewed were screened for cognitive impairment. HF patients seen on units other than
S8 (including medical surgical units) totaled 112, none of whom were screened for
cognitive impairment. There were 24 patients readmitted to S8, and 24 readmitted who
were seen on other units in the hospital. The expected value in this sample for the patients
who were screened on S8 was 28, and the patients on other units who were not screened
20. South 8 was the primary unit for HF patients.
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The initial focus of this quality improvement project was that cognitive screening
as an independent variable may impact the dependent variable of readmission rates of HF
patients on S8 as compared to HF patients admitted to other units in the hospital. The
patients on other units that did not receive cognitive screening received standard care.
During the project improvement, other independent variables such as education on
disease process, implementation of individualized care plans and the allocation of
specific resources appeared to have also impacted the dependent variable of readmission
rates in HF patients.
In the chi-square test statistic, where Hо assumes that there is no association
between patients with cognitive screening and reduced readmission rate, and H1 assumes
that there is an association between cognitive screening and reduced readmission rates,
the significance level of the variables is α=0.05. The p value = 0.196, which is greater
than the significance level. Hence, the null hypothesis holds true that cognitive screening
of patients is not associated with reduced readmission rates in the data analyzed. Table 3
shows the total number of HF patients readmitted to S8 who were screen for cognitive
impairment and the total number of HF patients readmitted to other areas of the hospital
that were not screened for cognitive impairment.
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Table 3
Frequency of Total Number of HF Patients Seen and Readmitted on S8 and Other Units
PATIENTS
SCREENED FOR
COGNITIVE
IMPAIRMENT ON
S8
NUMBER OF
PATIENTS
READMITTED

PATIENTS
NOT SCREENED FOR
COGNITIVE
IMPAIRMENT- (OTHER
UNITS)

TOTALS

24

24

48

NUMBER OF
PATIENTS NOT
READMITTED

132

88

220

TOTALS

156

112

268

Notes. Expected values E = (Row Total) (Column Total)
Grand Total
= (156)(48) = 27.94 ≈ 28
268
= (112)(48) = 20.06 ≈ 20
268
= (156)(220) = 128.1
268
= (112)(220) =91.94
268
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Table 4 shows the total expected values of patients screened for cognitive impairment on
S8 and patients not screened for cognitive impairments on other units in the hospital, and
includes the total number of patients not readmitted for each.
Table 4
Table of Expected Values
PATIENTS SCREENED
FOR COGNITIVE
IMPAIRMENT ON S8

NUMBER OF
PATIENTS
READMITTED

28

NUMBER OF
PATIENTS NOT
READMITTED

128

PATIENTS
NOT SCREENED FOR
COGNITIVE
IMPAIRMENT(OTHER UNITS)
20

92

Notes. Ho PCS is not associated with reduced readmission
Hı PCS is associated with reduced readmission
X² = Ʃ (O-E)²

E= Expected values

E

O= Observed values

X² = (24-28)² + (24-20)² + (132-128)² + (88-92)²
28

20

128

= 0.57+ 0.8 + 0.125 + 0.174
X² = 1.669
Significant level (ɤ)

92

30
ɤ = 0.05
Degree of freedom

= (r-1) (c-1)
= (2-1) (2-1)

Critical value

=1

X² 0.05, 1 = 3.841
P-value (CHIDST) (1.669, 1)
P value = 0.196
The p value = 0.196, which is greater than the significance level. Hence the null
hypothesis holds true that cognitive screening of patients is not associated with reduced
readmission rates in the data analyzed.
Discussion of Findings
The mini cognitive screening tool was used in place of the full cognitive
screening tool for all HF patients on the S8 unit at my study site. The less extensive minicog tool excludes patients with true cognitive impairment on the one hand, but on the
other hand, includes patients that have temporary impairment related to electrolyte
imbalance. The screening tool was only available in English, so patients who spoke other
languages such as Spanish, Hmong, Arabic, or Oromo were not specifically called out on
the total number of patients on S8 that were screened for cognitive impairment. The
sample sizes of 156 patients who were screened for cognitive impairment and 112
patients not screened for cognitive impairment is too small to draw an inference as to
whether this project could be replicated. The individualized care plans incorporated for
the patients who received cognitive screening were impacted by other factors and other
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co-morbidities, as determined by the individual providers. Further study is needed to
replicate the findings of this study to determine whether cognitive screening with
personalized care plans impacts the rate of readmission in heart failure patients.
Project Implications
As organizations race for a solution to reduce readmission rates and avoid
reimbursement penalties from the Centers for Medicare & Medicaid Services, there is
still no single study or program that can claim to have found a solution to the problem.
HF readmission poses significant problems for health care organizations including
decreased quality of life, increased cost, and increased utilization of resources (Hobbs,
Roalfe, Davis, Davies & Hare, 2002; Lloyd-Jones, Adams, & Brown, 2010). In spite of
the limitations, this quality improvement project has revealed important implications
regarding how heart failure patients can be screened and offered customized plans of care
to meet their individual needs. Cognitive screening alone does not significantly reduce
readmission rates of those with HF. This project reveals that there are multiple factors
that impact readmission rates in HF patients. Therefore, in planning strategies and
interventions to minimize readmission of HF patients, other confounding factors have to
be taken into consideration. Having interventions such as scales given to patients,
enrollment in a medication management therapy programs, heart failure support groups,
and other personalized plans geared towards specific patients may not only reduce their
length of stay in the hospitals, but also increase the number of days they can safely
manage their disease process in less acute care settings. Thus, minimizing the rate of
readmission in hospitals within 30 days of discharge is an issue that will continue to take
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center stage in the care of HF patients. Further study is required to provide insight on
which specific interventions are likely to influence the readmission rates of HF patients.
Project Strengths and Limitations
This quality improvement project had strengths and limitations related to the
number of patient records that I reviewed and how I processed the data for meaningful
inferences that might impact how education is performed for patients with cognitive
impairment. A major strength of this project is that staff at my study site received
extensive training in screening patients for cognitive impairment, which was not a
previous focus in their roles as staff RNs and cardiac rehabilitation aides. The second
benefit of this project is that patients who failed the cognitive screening assessment were
connected with the appropriate resources to ensure that they received equitable care in the
management of their disease process. Lastly, another strength of this project was that the
use of workbench reports specifically developed to meet the criteria of the project gave
me the ability to access pertinent patient data electronically without identifying the
patient.
This quality improvement project also had limitations. Since I used workbench
reports were collect data on the number of patients that received cognitive screening on
S8, the data was dependent on the accuracy and completeness of the clinical
documentation of the staff. The project also had a small sample size that could have
impacted the significance of the results. HF patients on S8 were screened for cognitive
impairment while other HF patients admitted to different areas of the hospital received
“usual care.” Inasmuch as “usual care” can be defined as standard care per an
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organization’s policies, the fact that specific plans of care were not designed to meet
these patients’ needs may have placed them at a higher risk of being readmitted to the
hospital within 30 days of discharge. The nurses and cardiac rehabilitation aides who
performed the screenings may also have attitudes or biases that could have impacted the
objectivity of the screening tool. Patients with a high classification of heart failure based
on the New York Heart Association (NYHA) would have a higher chance of readmission
based on the severity of their disease and other co-morbidities they were dealing with at
the time of admission. Language barrier also played a role in how HF patients were
screened on S8, as the tool was only available in English. Patients with limited English
proficiency were excluded from the screening for cognitive impairment. The findings of
this project can be summarized in the theoretical model depicted below. Figure 2
illustrates a conceptual model that I created based on key concepts gleaned from this
quality improvement project. I have developed this model to reinforce the findings that
cognitive screening alone may not directly influence the trajectory of readmission rates in
HF patients. However, if a comprehensive approach that takes into account other factors
such as individualized care plans, medication management programs, environmental
safety, cardiac rehabilitation support, complex disease management programs, and
community support groups, then the patient’s self-care will be enhanced.
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Figure 2. Comfort’s conceptual model in the care of heart failure patients.
Summary
It is important to make sure a quality improvement project is backed up by
evidenced-based research. The project design, evaluation, and analysis of the data are
crucial in the results of the project. Assessing the barriers faced in the project and
implementing solutions to the problem is a fundamental piece in quality initiative
projects. Using a computerized workbench report was helpful in reducing human errors
in this quality improvement project, and was also effective because data was
automatically pulled electronically on all patients admitted with HF. Having the other
interdisciplinary teams involved in patient care and understanding their role in the
research project was very important to the success of the project.
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Section 5: Scholarly Product
Introduction
Health care organizations continue to aggressively work to collect data regarding
processes related to readmission rates in HF patients. Unplanned readmissions within 30
days after discharge amounts to about “$20 billion each year in the United States and
Canada. Heart failure is one of the most common reasons for readmission to hospital and
is associated with a high risk of readmission” (McAlister et al., 2013, p. 2). The education
of patients based on their cognitive status has a role in how patients can interpret and use
the education to promote self-care which will inevitably have an impact on their rate of
readmission in hospitals. Cognitive screening prior to education with the individualized
care plans may have an impact on patients’ responses if it is not considered the sole factor
that determines 30-day readmission rates in acute care settings. Effective screening of
patients coupled with the use of appropriate resources can impact the rate of readmission
to the hospitals within 30 days.
Project Dissemination
A fundamental purpose of the scholarly project is to disseminate knowledge that
could impact how care is provided. This project meets the criteria of nursing scholarship,
which is a process of both inquiry and creativity that systematically promotes teaching,
research, nursing education and practice. Effectively disseminating projects through
scholarly activities enables nurses to implement and sustain evidence-based changes in
health care (American Association of Colleges of Nursing, 2012; Melnyk & FineoutOverholt, 2005).
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I have disseminated this project to groups of multidisciplinary professionals
working on quality improvement in the study site including the Heart Failure Steering
Committee, Unit Practice Councils (UPCs), Quality Practice and Education Committee,
Cardiovascular Leadership Committee, and Cardiac Rehabilitation Team. I disseminated
this information using a PowerPoint presentation and poster board. The advantages of
this mode of communication was that the audience was interactive and offered feedback
on strengths, assumptions, and limitations of the quality improvement project. Having the
poster boards in different departments at various periods of times was vital in the
reinforcement of knowledge.
After graduation, I plan to partner with the Cardiology Department to explore a
more in-depth project to enhance the types of services that may be used for HF patients to
reduce 30-day readmission rates. These interventions may include:
•

Scales program (part of the complex disease management program). Free scales
for patients who do not have one.

•

Medication Boot Camp.

•

Complex disease management programs offered biweekly.

•

Cardiac appointments within 1 week of discharge.

•

Community paramedic program. This is a new program in conjunction with the
city paramedics, who will perform home visits to high-risk readmission HF
patients.

•

Simplified/revised HF booklet to be given to all HF patients on admission.

•

Refrigerator magnet on stages of HF disease and need for medical attention.
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•

Closed circuit HF education for all cardiac nurses and cardiac rehab technicians.

•

Outpatient cardiac rehab to assess all cardiac patients during hospital stay.

•

Home health aide/nurse as needed to assist patient in daily activities of living.

In all aspects, one could conclude that there is risk associated managing the care of
HF patients transitioned from hospital back to their community. However, I am hopeful
that this project has served as a starting point for future quality improvement projects that
will affect how patients with HF are screened for cognitive impairment and how
resources can be allocated to them appropriately.
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Summary
The traditional method of disseminating research and scholarly projects through
professional journals and academic publishers is becoming less popular as technological
advances in online journals and other social media venues become the preferred channel
for the dissemination of professional practice knowledge. More open access to
knowledge through online servers makes it easier to share knowledge among
interdisciplinary teams or with anyone who has Internet access. I disseminated the
findings from this quality improvement project via PowerPoint slides and poster boards
which were made available to the teams that were part of the screening of HF patients,
and via poster boards that went to various units in the study site were HF patients were
cared for. These methods of knowledge sharing gave the audience an opportunity to
interact with me and offer feedback on the strengths, assumptions, and limitations of this
project. I presented the project to several hospital committees who were strategically
planning intervention that will positively impact the care of HF patients.
Conclusion
This quality improvement project examined the impact of using a cognitive
screening tool to target educational needs and individualized care plan for patients with
HF. In a six-month period, all the HF patients admitted to a single unit in a St. Paul, MN
area hospital were screened for cognitive impairment. Patients who failed the mini
cognitive screening received individualized plans of care to meet their needs. I compared
the 30-day readmission rate for these patients to patients admitted to the same hospital
within the same timeframe that received “usual care,” which is considered standard care.
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The findings of the project revealed a p value =0.196, which is greater than the
significance level and which proved that cognitive screening of patients was not
associated with reduced readmission rates in the data analyzed. However, given the
project’s strengths, implications, and limitations, this was a step in the right direction, as
it revealed that cognitive screening alone may not reduce readmission rates in HF
patients. Nevertheless, a more comprehensive approach in the care of HF patients that
includes other factors such as a medication management program, environmental safety,
cardiac rehabilitation support, a complex disease management program, and community
support may impact how patients care for themselves, which in turn may keep them out
of the hospitals and reduce 30-day readmission rates. Even though health care
organizations are working to reduce readmission rates for reimbursement purposes, the
paradigm shift will only occur when the focus becomes utilizing the appropriate
resources to help patients with HF live to their fullest potential in their homes, away from
hospitals and institutions.
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Appendix A: Mini-Cognitive Screening Tool
MINI COGNITIVE SCREENING TOOL
Patient: _________________________ Assessed by: ________________________
Date Completed: _____
1. Instruct the patient to listen carefully to and remember the following three (3)
words and then to repeat the words back to you. TABLE, CAR and ORANGE
2. Instruct the patient to draw the face of a clock using the patient’s copy of minicognitive screen

After the patient puts the numbers on the clock face, ask him or her to draw the
hands of the clock to read 9:10.
3. Ask the patient to repeat the 3 previously stated words.
SCORING
1. Word recall score__________
Give 1 point for each recalled word after the Clock drawing test.
Patient recalling none of the three words = 0
Patient recalling all three words = 3
2. Clock drawing Score_____
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Give 2 points for a normal clock drawing test with the hands and numbers in the right
places, and 0 points for an abnormal clock drawing test.
3. Total test score ______
A score of 0–2 indicates positive screen cognitive impairment and 3–5 negative screens:

From Borson, S., Scanlan, J., Brush, M., Vitallano, P., & Dokmak, A. (2000). The MiniCog: A cognitive ‘vital signs’ measure for dementia screening in multi-lingual elderly.
International Journal of Geriatric Psychiatry, 15(11), 1021-1027.
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Appendix B: The Cognitive Assessment
The Cognitive Assessment
Complete initial assessment Data Tool in Epic,
1. Is patient alert and oriented?
2. What year is it now?
3. What month is it now?
4. Please repeat this phrase after me: John Brown 42 Market Street Chicago. (Have
patient repeat until patient says it correctly) Instruct the patient to remember that
name and address for a few minutes.
5. About what time is it without looking at the clock (within an hour)?
6. Say the months of the year in reverse order
7. Repeat the name and address I asked you to remember
General Questions
1. Patients age 18 and above with HF as primary or secondary admission diagnosis
2. Patients on more than 5 medications
3. Last admission date
4. Is English their primary Language?
5. What method does the patient use at home to organize their meds?
6. Does the patient organize their own meds?
7. If no who is responsible for doing this?
8. What is the patient’s primary residence?
9. Lives at an assisted living facility and lacks help with medication set u
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Appendix C: HF Cognitive Screening Report for Charge Nurses

Today’s

Name

New or Old

Patient’s

Admission

Cognitive

Date/Shift/Name of

CHF

Living

Date

screening

charge nurse

Diagnosis

Condition

completed.
Pass (P) or
Failed (F)

HF COGNITIVE SCREENING REPORT FOR CHARGE NURSES
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Appendix D: HF Education Expectations for Nurses
HF Education Expectations for Nurses
Who receives CHF education?
All patients with history of CHF and admitting diagnosis of CHF.
CHF Joint Commission required teaching – Signs and symptoms, low salt diet, daily
weight, medications, activity, stop smoking, follow up with primary MD
Who is responsible for CHF teaching?

Primary RN

Where is the CHF information documented?
1. Doc Flow (wrench in Heart Failure Medication)
2. RN Shift Summary – HF – if yes includes the following: Education -video, HF
booklet/magnet, Cognitive screening, scale for daily weight, medication boot
camp.
3. Nursing note – If not charted in other areas
4. Education record – Heart Failure template.
a. General Care education section - check heart failure section. As education
is completed, record information taught in comment section (example video, daily weight, etc.)
5. Assignment sheet – inform charge nurse - education is completed or NA if
education not possible due to patient condition, mentation, or place of residence
(nursing home)
Cognitive Evaluation – the registered nurse should complete mini cognitive
evaluation. If patient fails, cognitive screening notified the MD for an order for a
full cognitive evaluation by OT.
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Appendix E: Daily HF Teaching Expectations
Daily HF Teaching Expectations
Day of admission/transfer – Document history on admission navigator/heart failure doc
flow sheet/ if needed in nursing note
1. Weight - record type of scale used
- obtain order for daily weight (if not ordered)
- explain importance of daily weight, use white board to help patient compare
their
Weight. Explain importance of bringing weight record to doctor visit.
2. Strict I&O All HF patients
- obtain order for I&O (if not ordered)
- admission set up room to measure output – inform PCA
- educate patient why it is important
3. Initial Assessment – admissions/transfers (obtain history)
a) Medication - Doc Flow -document
- Is patient taking their medication as prescribed? Yes/No If no, why?
(Inform MD)
- Does patient set up his or her own medications? Yes/No
- If no, who sets up medications?
- Do you use a pill organizer/ pill bottles? Give patient a pill organizer if
needed.
b) Breathing
- If short of breath, for how long?
- Do they need to sleep with head elevated?
- Do they use oxygen at home? Inform SW/CM if patient needs transport
tank at discharge
c) Edema
- Is edema present?
- If yes - How long have they had swelling? Do they elevate legs at home?
d) Diet- Low Salt
- What type of diet does patient eat? Do they cook with salt? What type of
snacks?
Are they high salt? Where do they eat out?
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- Are they aware of sodium in foods? Do they know how to read labels on
packages?
- Do they drink large amount of fluids during day?
- Dietitian consult to help patient/family understand low salt diet or if they
have
Questions.
4. Give patient CHF booklet, CHF magnet, weight record
CHF Magnet – Use each symbol to teach CHF information
CHF booklet – gives more information about each symbol
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Appendix F: Patient and Family Education
Patient and Family Education (Complete only after Cognitive Screening)
1. Weight - RN monitors daily weight trend
- Is same type of scale used – if different why, does patient need reweigh
- Did weight increase - reweigh if needed Explain to patient why
reweighing needed
2. I&O - Record and monitor I&O every shift.
3. Determine who needs education (patient, family, Care giver, Group Home,
etc.)
4. HF video – Video on demand
- After viewing, does patient have any questions?
- Inform charge nurse that patient watched video
5. HF booklet/magnet information - If patient able continue teaching
Use CHF magnet symbol to teach CHF Booklet
- Explain each symbol on HF magnet to patient
- Green zone is their daily goal
- Encourage patient to place magnet on refrigerator or where seen
daily
- Check magnet each day to see if they are still in green zone.
- Call primary doctor if symptoms cause patient to change from
green zone to yellow zone.
- Call 911 if symptoms increase to red zone
** Information Regarding Magnet symbols **
Medication –
- Reinforce importance of taking medications as prescribed
- If family member sets up medication, arrange for teaching of discharge
Medication, side affects
- Medication boot camp (Use bead med bottles) at Charge Desk
a. Can patient/family read information on medication bottles?
b. Does patient/family know how to set up medications?
c. Does patient need home medication set up? Inform SW/CM
Weight
- Do they have a scale? Yes/No (If no give patient a scale)
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- If Yes - Do they weigh themselves daily and record information? Yes/No
- When should they weight themselves? First thing in the morning, right
after
Voiding, wearing same clothes, before drinking or eating anything.
- Has weight increased? By how much? No more than 3 lbs. in a day/5 lbs.
in a
week. Record weight on weight record form.
- Instruct patient to bring home weight record to clinic appointments
Edema
- Does patient know how to check for edema? How high does swelling go?
- Does patient elevate legs at home?
- Does patient know when to call doctor if they have increased swelling?
Breathing
- Does patient use oxygen at home?
- Does patient know when to call MD if breathing becomes more difficult?
- Does the patient smoke?
- Instruct patient how smoking affects heart and breathing?
- Does patient want to stop smoking? Give stop smoking information
Diet
- Question patient regarding type of foods they eat. Snacks? Type of take
out?
- Are their diet choices high in salt?
- Place dietary consult if needed
Activity
- What is their normal amount of activity? Encourage activity.
- Are they short of breath with activity?
Doctor Visits
- Do you have a primary doctor? (If no, contact SW/CM)
- Do you regularly see your primary doctor?
- If no, is it do to financial issues or transportation issues (contact SW/CM)
6. Determine understanding of information – Teach back – ask patient to tell
you what they understand about an education area. Ask open-ended
question to determine if patient understands information.
7. Documentation
RN Shift Summary – reflects education still needed,
When education completed document - Education Completed
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Education Record – use comment section to document CHF
education
CHF education must be completed after cognitive screening and before patient is
discharged.
Appendix G: PowerPoint Presentation
PowerPoint Presentation on Nursing Education on HF and Cognitive Screening

56

57

58

59

60

61

62

63

64

65
Appendix H: Evaluation of HF Education

Evaluation of HF Education
1. Content of Educational Program.
A. Does the educational program address all the objectives for patients and nurses understanding
and management of HF patients? Yes □ No □
If No, please add your comments/recommendations.

2. Objectives of the Educational Program.
Strongly
Agree
1
2

3

4

Strongly
Disagree
5

Nurses objectives:
A. Increased understanding of HF disease.
□
□
□
□
□
B. Utilizing cognitive screening for HF patients
□
□
□
□
□
C. Recognition of patient needs for teaching
□
□
□
□
□
D. Understanding the vicious cycle of HF
□
□
□
□
□
E. Understanding HF as a core measure
□
□
□
□
□
3. Please note below any topics or comments you think of that can enhance or change this
quality initiative project

4. Overall Evaluation.
A. Were you able to understand the management of patients with HF?
If No, then what areas were difficult to understand?
Recommendations?

Thank you for completing this evaluation.

Yes □ No □
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Appendix I: The PowerPoint on Dissemination of the Quality Improvement Project
PowerPoint Dissemination of Quality Improvement Project
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